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Whilst in the present case the incision was made so as to relieve the 
ectropion as well as to uncover the joint and ramus, I should modify it hut 
slightly in other instances, as it so completely exposes the parts, and does 
not involve either large branches of the facial artery or nerve, thus avoid¬ 
ing excessive hemorrhage or subsequent facial paralysis. It should begin 
at the middle of tho lower border of the malar bone, and be carried out¬ 
ward in contact with this border and the inferior border of the zygomatic 
arch, to a point over the tubercle at its base; it is desirable to keep near 
the border of the zygoma in order to avoid wounding the duct of Steno, 
which lies a finger’s breadth below. 

So far as I am aware, the plan of operation suggested and practised is 
novel, in the fact that it includes removal of both coronoid and condyloid 
processes with the upper half of the ramus, as well as division of the 
masseter, external pterygoid, and temporal muscles, at the point of origin 
of the former, and the insertion of the latter. The advantages claimed 
over other methods are:— 

First. Its application to all forms of permanent closure, that due to tem- 
poro-maxillary anchylosis, as well as to cicatricial formations. 

Second. The utilization of the entire body of the jaw in opening the 
mouth, not only affording in this way greater advantage in mastication 
and articulation, but serving to prevent deformity. 

Third. The formation of a more perfect artificial joint in the removal 
of both processes, thus overcoming the resistance of the more or less fixed 
upper segment, when the joint is made either in the body or the ramus 
of the bone. 


Article X. 

Report of a Case of Abscess of the Left Iliac Fossa, with some 
Remarks. By Louis W. Atlee, M.D., of Philadelphia. 

This case is reported because it shows throughout its whole course the 
distinguishing and characteristic features of a phlegmon of the iliac fossa, 
together with some very rarely observed occurrences. 

Mrs. H., set. thirty-five years, native of Ireland; has been twelve years 
in America. Her father died of an acute disease of the lung (was per¬ 
fectly well, when he took a bad cold and died in two days). Her mother 
died of consumption. Mrs. H. is of medium height, sufficiently well 
nourished, and of dark complexion ; has been married two years, and has 
previously enjoyed good health. The husband is a robust labouring man. 

On the 10th of March, Mrs. H. gave birth to a well-developed male 
child, still-born, after a labour of thirty-six hours. The physician attend¬ 
ing used some force, but no instruments, in dragging the child away. She 
did not call it a hard labour. 
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The lochia stopped on the second day. Her breasts did not get hard 
or show any signs of containing milk; the nurse rubbed them with cam¬ 
phor and lard. 

She did perfectly well for the nine days following delivery, getting up 
on the ninth day. 

On the evening of the tenth day, after supper, which she had cooked 
herself, “ a burning pain came into her bench it was in the left side, 
deep in the pelvis. 

She was not too sick to be about on her feet, the pain at that time 
being in no way influenced by position, feeling always the same. In 
defecating or urinating, she had not the slightest trouble. There was no 
nausea or vomiting; she could eat, though she had no appetite. 

Eighteen days after the pain began, a swelling appeared in the pelvis 
on the left side. This swelling reached as high as the crest of the ilium, 
but it did not extend near to the median line. After the appearance of 
this lump, the pain became frightful; the slightest motion or jar was 
agony ; she could neither eat, drink, nor sleep, so that at the end of two 
weeks her condition was such that her life was despaired of. Through 
all this she was attended by a physician who looked upon the case as one 
of rheumatic affection of the hip-joint. 

When my father first saw this patient, on the 23d of April, in con¬ 
sultation with the attending physician, her condition was considered to be an 
almost hopeless one. At that time, owing to inability to keep any but the 
one position upon her back, there was a bed-sore over the region of the sa¬ 
crum as large as the palm of the hand. The thigh was flexed on the pelvis. 
To make life at all supportable, a quarter-grain of morphia was being 
given every two hours. Owing to the position of the patient, it was ex¬ 
ceedingly difficult to examine her sufficiently to establish the diagnosis, 
but after considering carefully the history of the case as well as the local 
and general symptoms then manifesting themselves, a large tumefaction, 
with redness of the skin, in the left gluteal region was believed to be 
owing to a collection of pus that had found its way through the ischiatic 
notch out of the pelvis. A knife was introduced some three inches before 
the matter was reached. The quantity that came out was very great, but 
could not be measured, for the patient’s position was such that it was im¬ 
possible to collect it. For one week nothing was done but to endeavour to 
keep up the strength of the patient, and prevent her from dying. At 
that time, the pus seeming not to flow so freely as it had done at first, a 
drainage-tube was pushed some eigiit inches into the orifice. 

When I first saw this patient, on the 3d of May, the lump in the left 
iliac region was barely perceptible; pus was being very freely discharged 
through the tube, aud by pressure on the left gluteal region pus mixed 
with air gushed out. 

Two weeks after the introduction of the tube, and while the pus was 
still flowing freely, she complained of soreness at a spot in the linea alba, 
midway between the pubes and umbilicus. A lump began to make its 
appearance there, which in two weeks was as large as an orange ; it felt 
like an omentocele, and could be all reduced into the abdomen through 
a hole in the linea alba that could admit the tips of three fingers. When 
on her side, the lump became larger, fuller, and more tense; when on her 
back, it was much smaller. My father looked at it and said it was a 
hernia. Nothing was done to it beyond continual poulticing, when nine 
days after its appearance, and while the woman was making some exertion, 
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it burst, giving exit to at least a pint of pus. The opening closed in a 
few days, the lump having entirely disappeared. 

Seven weeks after the opening had been made in the hip, the fistula there 
had entirely healed. During this time she had hectic fever, which only 
ceased when the fistula closed. On one occasion (the 10th of May) she 
had three congestive chills, during which her lips were blue, and she 
shook as patients do only in the most malignant paludal fevers. 

So long continued a suppuration brought about such a profound altera¬ 
tion of the functions of digestion and innervation that we almost despaired 
of re-establishing them. 

During this long ordeal she was given iron, quinine, and morphia, any 
food she could eat, and malt liquors. 

I saw this patient again on the 25th of June; she was very much 
stronger, being able to leave her bed. She ate well, but still had some 
pain, to relieve which a friend advised her to use laudanum (25 np). 

On the 26th of June, while lying quietly in bed, she felt a most im¬ 
portunate desire to go to stool, and before she could get up, a great quan¬ 
tity of pus came from the bowel. After this she felt very much relieved. 
Notwithstanding the presence of this large quantity of pus in the pelvis, 
she had no hectic, a good appetite, and was rapidly gaining strength. 
At this time the bedsore was nearly healed, but there was a hole in it that 
discharged greatly. This hole seemed to communicate with the interior 
of the pelvis, the pus coming from the same abscess that had burst into 
the rectum, much less pus coming through at the bedsore after the dis¬ 
charge from the rectum took place. 

On the 29th of July they wrote me as follows: “ I wish to let you know 
that sister Mary is getting better; her sores are nearly healed up, she is 
gaining strength, she takes no medicine at all, but she says that her hip 
feels stiff and heavy.” 

Previous to the publication by Grisolle, in 1839, of his monograph on 
“ Les tumeurs phlegmoneuses des fosses iliaques ," 1 the various inflamma¬ 
tions liable to give rise to collections of pus in the pelvis were much con¬ 
founded. In this monograph, which is by far the best yet given to us on 
inflammations of the cellular tissue or phlegmons in the iliac fossa, he 
proves them to be independent of the pelvic serous membrane in their 
origin, and generally also in their course. "When Bernutz and Goupil pub¬ 
lished their joint observations on pelvi-peritonitis, it was made clear that 
peri-uterine peritonitis may and does occur without any disease of the 
cellular tissue between the uterus and its serous membrane. The very 
existence of this membrane is denied. 

The collections of pus that may arise from phlegmon of the iliac fossas 
have been anatomically divided into two varieties, subperitoneal and sub¬ 
aponeurotic. 

In the first variety, the phlegmon develops between the serous mem¬ 
brane and the fascia iliaca; in the second, the inflammation is to be found 
between the fascia iliaca and the anterior surface of the iliac muscle. 

In the subperitoneal variety, the pus is rarely circumscribed, but is 

1 Archives G6n4rales, etc., tome iv. p. 34, etc. 

No. CLXXII_ Oct. 1883. 30 



466 A t l e e , Abscess of the Left Iliac Fossa. [Oct. 

often much extended, the pus burrowing to a greater or less distance. 
"When on the left side it has been known to burrow along the serous mem¬ 
brane lining the sigmoid flexure of the colon and the upper part of the 
rectum, arriving thus in the true pelvis ; or, it may go upwards and reach 
the region of the kidney. 

In the subaponeurotic variety, the pus occupies generally the internal 
iliac fossa; it is limited in front by the fascia iliaca, behind, by the iliacus 
muscle. The pus generally burrows to the front of the thigh in passing 
between the fibrous band that is placed outside the sheath of the femoral 
vessels and the anterior superior spine of the ilium. 

The iliacus muscle is sometimes destroyed, the pus reaching the peri¬ 
osteum of the iliac bone; the psoas is also implicated, more especially its 
internal border. In the same way the quadratus may be destroyed. The 
fascia iliaca has entirely disappeared, or contracted very close adhesions 
with the peritoneum. L ' 

The iliac vessels and nerves bathed in the pus are softened, and if in¬ 
durated spots exist, are compressed. 

The migrations of the pi ; sometimes very curious. Berard cites a 
case of a woman who di pelvic abscess following labour; he found 

a vast collection of pi:; at ,ae posterior and superior part of the left flank ; 
it had extended itself outside of the peritoneum, between the iliac fossa 
and the intestine, had passed into the right iliac fossa by separating the 
peritoneum in the hypogastric region ; it ascended from thence along the 
median line to the umbilicus, and there found its way out. 

The exit the pus will make depends greatly upon whether it came from 
a phlegmon of the first or second variety. 

In the first variety, it is most often seen in the lower part of the belly, 
a little above the crural arch. 

In the second variety, the pus following and burrowing under the fascia 
iliaca will follow the sheath of the psoas and iliacus to arrive at the tro¬ 
chanter minor. 

In either variety the abscess may evacuate itself by some of the viscera 
contained in the pelvis. 

A case is mentioned in which the pus evacuated itself through the uterus. 
It was from an abscess of the left iliac fossa following child birth. 

The pus following the fibrous sheath of the iliacus and psoas muscles has 
invaded the coxo-femoral joint, destroying the fibrous capsule, the head of 
the femur coming out of its cavity. This occurrence can be explained 
thus: As the pus follows the psoas and iliacus tendons, it may pierce their 
common synovial sheath, which communicates with that of the hip-joint. 

The pus from these abscesses being found beneath the glutei muscles is 
anatomically thus easily explained by Jarjavay (Anatomie Ghirurgicale , 
vol. ii. p. 615, F.). “Beneath the gluteus maximus and its deep fibrous 
sheath is a layer of cellular tissue, very loose, and more or less covered 
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with fat. It commuhicates, by the great sacro-sciatic notch, with the 
subperitoneal cellular tissue and that of the broad ligaments, and below 
with the same of the crural region. It results from this that a deep 
abscess of the buttock may spread to the upper part of the thigh, and that 
a phlegmon following ligature of the gluteal artery can extend into the 
pelvis.” 

In Velpeau and Berard’s Manuel d’Anatomie Chirurgicale, the same 
explanation is given. 

These abscesses may terminate fatally by bursting into the peritoneal 
cavity. 

The causes of these iliac phlegmons are very obscure. They are com¬ 
mon after labour, more especially in primiparae. Grisolle could not say 
that difficult labour, manual or instrumental interference had any effect 
in their production, but he supposes that it is more common in primi- 
pane than multipart, because they generally have longer labour. He 
states, particularly, that diffused phlegmon, vast suppurations of the pelvic 
cavity frequently follow much handling and unskilfully used forceps. 

Velpeau saw a phlegmon of the left iljj 4 /assa follow inflammation of 
that synovial capsule which covers the ho^ , ,jj,l ramus of the pubis to 
facilitate the sliding of the psoas and iliacus mt»iele% The same professor 
saw a suppurating syphilitic bubo give rise to inflammation in the left 
iliac fossa by continuity of tissue. 

Grisolle states very decidedly that “ nothing would authorize writers 
to say as they do, that the annexes of the uterus, and, in particular, the 
broad ligaments, were the origin of iliac phlegmons following labour.” 

These phlegmons have been confounded with pelvi-peritonitis, and in 
their commencement with pelvic cellulitis. When the pus has extended 
itself about the pelvis the diagnosis from pelvic cellulitis is impossible as 
well as useless. When a pelvi-peritonitis is so mild as to give rise to 
symptoms analogous to those of iliac phlegmon, the swelling does not rise 
above the brim of the pelvis, nor does it reach to the iliac fossa, and it is 
clearly appreciable in one or more of the vaginal culs-de-sac. When dis¬ 
tinguishable in the hypogastrium, which is a very rare occurrence, it is 
only at the last when the swelling has increased by successive attacks in 
the hypogastrium. Phlegmons are distinguishable from the beginning. 

The tumour produced by pelvi-peritonitis does not give the resistance, 
elasticity, and hardness that we find in phlegmonous tumours, but gives a 
peculiar feeling of softness from the very beginning. 

In phlegmon there is little fever or disturbance of the digestive functions 
in the beginning, whereas, in pelvi-peritonitis there is vomiting, hiccough, 
and high fever, etc. 

In pelvi-peritonitis there is no retraction of the thigh. 

Collections of stercoraceous matter in the bowel, and masses of intestine, 
united by false membranes, have been mistaken for an abscess of the iliac 
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fossa, but such mistakes are hardly possible to a competent practitioner of 
medicine. 

These brief remarks are appended to the history of this case, because 
in no work in the English language, to our knowledge, are phlegmons of 
the iliac fossa distinguished as clearly as I believe they should be from 
other inflammatory affections in that region. 


. Article XI. 

Clinical Observations upon Otorrhcea (Chronic Purulent Otitis 
Media) with Perforations of the Membiiana Tympani.' By Read 
J. McKay, M.D., of Wilmington, Delaware, Member of the American Otolo- 
gical Society. 

Having treated during the past eleven years 230 cases of otorrhcea, or, 
more technically, chronic otitis media with purulent discharge, I have 
concluded to present for consideration some clinical observations upon 
such cases with old perforations of the membrana tympani, and endeavour 
to show that they are not the unsatisfactory and irremediable class of aural 
diseases which they have long been regarded, and perhaps still are, by 
many general practitioners as well as the public generally. 

And because of the well-known dangers from caries and necrosis of the 
temporal bones, meningitis, cerebral abscess, and purulent infection, which 
sooner or later may. and often do ensue, when they are disregarded or 
neglected, they should not in the future, as in the past, be permitted by 
physicians to pass from under their observation without any or carelessly 
directed local and medical treatment. 

I shall carefully exclude from consideration at this time all cases of 
acute otitis media with recent perforations of the membrana tympani, 
which are the usual beginnings of the chronic cases I propose to analyze 
and present for consideration, as well as their later grave and dangerous 
sequelae, of bone, meningeal, cerebral, or septic disease. 

One hundred and seventy-six of the two hundred and thirty cases of 
otorrhcea (chronic purulent otitis media), about three-fourths of the entire 
number, were treated at the Out-door Department of Bellevue Hospital, 
New York City, during the five and a half years intervening between 
March, 1872, and August, 1877, and sufficiently full notes were not recorded 
of their exact condition and progress under treatment, to state definitely 
how long they were treated and with what results. All of them, I well 

1 Read before the Delaware State Medical Society, at its annual meeting held in 
Wilmington, Del., June 12, 1883. 



